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A second assumption is that if clinicians are given sound evidence that a practice is better they will adopt it or, conversely, stop a practice shown to be of little or no benefit or even to be harmful. Clinicians, like others, do not behave in this entirely rational, scientific way. In this paper I have assumed that clinicians want to do what is best for their patients but that what is thought to be right is very varied. As Ogden Nash put it, "I believe that people believe what thev believe they believe."
The range of beliefs and actions are a concern, then, in delivering clinical care. We know that there are many sins of omissionthings that should be done that are not-and sins of commission -things that are done that should not be done. We Process of change in individuals The uptake of changes or innovations in any social system is known to follow a broadly similar pattern (figure), comprising an S shaped curve, with the first adopters being innovative, venturesome, and sometimes seen as rather maverick by their peer. group. If an innovation is to diffuse it must be accepted by early adopters, who are often, though not necessarily, the opinion leaders of the group. Only then will the majority accept the change, leaving some laggards untouched.
Much is known about the characteristics of people in these categories. The table summarises this for farmers as adopters of change, but only minor amendments are required for its application to health practitioners, and work on doctors has shown that these characteristics apply.5 6 The communication behaviour column is important because it begins to show why it is that information is only a necessary but not sufficient condition for change. The adopters in the early and late majority categories are much more influenced by other people than they are by publications.
The change process also follows a point source phenomenon.7 A map of how innovations are taken up demonstrates how they seem to emanate from several separate point sources. This process is more understandable if communication behaviour is recognised. The innovators and early adopters are the people who attend national or international meetings. They adopt a different practice and, depending on their local status, local peers in their own or neighbouring districts start to accept the practice too.
Process of change in organisations A great deal then, is undersood about why individuals accept change. Change becomes more complex when the decisions stems not from one person as an autonomous practititioner but from several people in an organisation. Significant issues about power then begin to emerge. Power is not absolute but depends a great deal on the change issue. For example, establishing regional secure units required, most importantly, the agreement of local clinicians but also trade union groups and local and regional managers. Some changes founder because they do not have the support of the relevant powerful individuals or groups. For example, changing waking times of inpatients, might be seen as an issue which a ward sister has power over, but this change is not achievable unless led by more senior nurse managers or strongly supported by them and other powerful groups, such as consultants, because it requires changing work patterns across a range of staff groups.
Sometimes, however, although no one may fundamentally object to a change, it may not occur unless supported by people who really believe in its importance. Just how important "champions" of particular changes are in ensuring that change is kept on the agenda when everyone else would like it dropped and in making alliances and shepherding the change through internal processes and systems has been recognised. Feedback to individual doctors about their own practice compared with that of other doctors has been used to try to influence practice. Again there are exceptions to the rule, but unless something else is added -for example, an audit process -passive information feedback is not likely to produce change. 1 Information and change has been reviewed by Mugford et al. '4 Education is, of course, an important influence on practitioners' beliefs and philosophies. A literature review of the extent to which vocational and continuing education had an impact on specific skills and behaviours concluded that deficiencies are far more likely in performance than in knowledge.9 If behaviour is to be changed personal contact with a prestigious and committed teacher is important and the learner must be convinced of the reason for change.
PEER REVIEW AND AUDIT METHODS
Although some studies have shown that audit of practice by peers can change practice, at least during the period that the intervention is being supported and the issue remains on the agenda,'3 other studies, particularly one in Canada,'5 have raised more scepticism of this approach of this approach to change. The Canadian study used two strategies to try to alter deliveries of babies to women who had already had one caesarean section, the purpose being to increase trial of labour and vaginal birth rates. In the audit and feedback group criteria were agreed by the doctors, and practice was audited against them. Unfortunately, this group's behaviour did not change compared with that of the controls. The other strategy, which was more successful, used local medical opinion leaders identified by the doctors themselves. They were given training and information to help them encourage their collegues to change their practice by contact and educational activities. Both trial of labour and vaginal delivery dates were higher in this experimental group than in the other groups.
The lack of effect of audit and feedback is obviously of concern, given the current strategy towards audit in the United Kingdom. As Lomas et al pointed out, most studies that achieved change through audit were concerned with laboratory testing, diagnostic radiology, and drug prescribing rather than medical or surgical practice.' That the Canadian study did not alter practice does not mean that audit in the United Kingdom cannot achieve change. Presumably, this depends partly on the doctors concerned agreeing to change, when necessary; the strength of peer influence locally; and so on. If audit is seen as an administrative procedure with no clear criteria about practice and no commitment to change it is unlikely to have the desired effect.
PERSON TO PERSON CONTACT
All of us are influenced by people we respect. The categories for adopting change described earlier illustrate how different adopters get messages; for most, respected colleagues are a key source. The Canadian study described showed that by applying this knowledge practice could be changed. Other people have contact with clinicians, though, and these are also effective agents of change. 
